Two hundred consecutive male cases of myocardial infarction have been treated along lines designed to provide a minimal time spent in bed, and in hospital, with early return to work. The method of treatment and the results are described.
Short stay hospital treatment and rapid rehabilitation of cases of myocardial infarction in a district hospital G. R. Royston
From Barnet General Hospital, Barnet, Herts. Two hundred consecutive male cases of myocardial infarction have been treated along lines designed to provide a minimal time spent in bed, and in hospital, with early return to work. The method of treatment and the results are described.
Rapid rehabilitation enabled 40 per cent to be discharged within a fortnight and 87 per cent within a month. Twenty-three per cent returned to work within 4 weeks of the onset of their illness, 56 per cent within 6 weeks, and 77 per cent within 8 weeks. There were no ill effects either in hospital or during a 6-month follow-up after discharge.
Rapid rehabilitation is both possible and desirable. The active participation of a medical social worker in all cases is essential.
To many medical and most non-medical minds a myocardial infarction is still regarded as a disaster and the beginning of the end. To the patient and his relatives it carries a mental shock, often greater and more far reaching than the systemic effects of the infarction itself. A vast intemational body of published material has accumulated on the subject, particularly since the advent of the coronary care units. The emphasis has been on the organization and results of coronary units, drugs, particularly in relation to arrhythmia, shock, and anticoagulation. Comparatively little attention has been paid to the mental attitude of the patient and his relatives and to the time spent in bed, in hospital, and away from work. It has been traditional to enforce a fixed period of bed rest irrespective of the severity of the case, usually 6 weeks followed by a protracted convalescence, frequently by a change of job, and sometimes by premature retirement.
Advice to change to a lighter occupation often leads to unemployment, sometimes permanent, and is damaging to morale even in a robust personality.
During the past three years a regimen of treatment has been adopted, aimed at reducing the time spent in bed and returning the patient home and back to work as soon as possible. Particular attention has been paid to the psychological aspect, and to increased physical activities in hospital and at home. The medical social worker and the physiotherapist have played an active and important role in this programme. The material, method, and results for this scheme of treatment will be described.
Subjects and methods
Starting in October I967 the first 200 consecutive male cases, of all ages, of myocardial infarction satisfying at least two of the following three criteria have been studied: (i) Characteristic clinical presentation; (2) Q waves, ST elevation, or T wave inversion with evolutionary changes; (3) raised serum hydroxybutyrate dehydrogenase
The catchment area contains approximately 250,000 people and is largely dormitory with some light industry and extensive shopping areas.
All cases have been followed up for at least 6 months after discharge from hospital and the survivors interviewed by the author.
Details of death are complete, having been obtained from hospital records, general practitioners, coroners' reports, and other official sources. All cases were admitted to the four-bedded coronary care unit at Barnet General Hospital.
The unit is part of, and partially screened from, the remaining 22 beds in an acute medical ward. The ward nursing staff looked after the unit. All patients considered were admitted under one consultant (the author).
Routine treatment consisted of oxygen, sedation, and anticoagulants (84% of cases). Complications are treated in the usual manner.
The following regimen is routine but suitably extended or modified if progress is unsatisfactory at any stage. Bed rest in the unit for 72 hours with bedside display of pulse rate and electrocardiogram. Provided further monitoring is not indicated, the patient then moves into the main part of the ward under the supervision of the same nursing and medical staff. While in bed, he is allowed full freedom, washing, shaving, and , feeding himself and using a bedside commode.
Mobilization started on the fourth day with 2 hours up, followed by 8 hours on the fifth day, * while meals are taken at a Before discharge the patient and his wife are interviewed by me, and the nature of his illness, his capabilities, and his future fully and frankly discussed, with the emphasis on a rapid return to a full physically active life. It is gratifying how much this personal talk is appreciated. He is also interviewed by the medical social worker and ã full social history taken.
Throughout his stay in hospital he is constantly encouraged and reassured by all the staff from the earliest possible moment compatible with his ability to comprehend. During this period he has c the advantage of seeing and talking to patients who have progressed further and this provides considerable psychological benefit and is a point ' in favour of combining the unit with the general ward in which he remains and not separating them geographically. After discharge, he attends the gymnasium for two weeks. Transport is not provided and he is encouraged to walk at least part of the way and to bring his wife to one of the later attendances so as to encourage her.
He then attends outpatients with his wife. At this final visit a written report is available from the physiotherapist. His wife is interviewed separately by the medical social worker who telephones her impressions to me. The patient is then examined and finally both the patient and his wife are interviewed together. Questions are invited and further reassurance given. A decision for returning to work or further treatment is made and a National Health certificate to that effect 4 given where appropriate. A follow-up appointment is given for six months' time and anticoagulants continued where applicable.
Results
Age groups In a total of 200 cases, there were I52 between the ages of 40 and 65 years ( Severity The present series has been divided into 3 simple categories estimated within 48 hours of admission. Mild, those appearing clinically fit and in whom there was no arrhythmia (a few extrasystoles excluded), no congestive cardiac failure, persistent hypotension, recurrent severe pain, or history of previous infarction. Severe, those whose condition gave rise to great anxiety and in whom survival appeared doubtful. Moderate, those between mild and severe. Using these criteria there were I05 mild cases (52z5%), 87 moderate cases (43'5%), and 8 severe cases (4%).
Mortality Twenty-nine patients died in hospital (I5%). Nine had been graded as mild, I9 as moderate, and i as severe, giving mortalities of 8-6 and 22 per cent for the first two grades.
Out of the 75 cases up to the age of 55, 3 died (4% mortality), and for those over 55, 26 out of I25 died (2I%) (Fig. i) .
Of the 29 cases who died while still in hospital, 22 were still confined to bed. Ten necropsies were performed and all confirmed myocardial infarction. Seven died after being allowed up and the 2 necropsies performed confirmed a second fresh infarction. Fig. 2 shows the time spent in bed for those who died in hospital either before or after getting up. There is no evidence that a short stay in bed favours collapse on mobilization. Mortality after discharge from hospital In the I71 survivors, I2 deaths occurred within 6 months of discharge from hospital (7%), 2 of these had returned to light work. Table 2 shows some of the details of these cases. moderate, light, nil. The severity of the infarct did not appear to be affected by the smoking habits (Table 5) .
Social group The social group (General Register Office, I960) was known for I79 cases (Table 6 ). There was no correlation between the severity of the infarction and the social group. The assumption should be 'this man has forgotten what he has been told!' A few chosen words in the early stages aimed at relieving anxiety that he will go back to his original work, just as before, often work like a charm. The sedative and analgesic effect is valuable and unlike other drugs it does not cause hypotension or vomiting; indeed it may even reduce catecholamine production. He should be warned that much of his treatment at this early stage, such as continuous oxygen, is routine and does not mean that he is seriously ill. A similar explanation should be given to his wife before she reaches Enthusiasm for the treatment must be shown by all members of the team thereby instilling confidence in the patient.
Return to work is one of the most important 6 outcomes of medical care and is often delayed through lack of precise knowledge of the nature of the work involved and through lack of communication between the patient, the hospital, the family doctor, and the patient's A family and employer. The present scheme of management largely overcomes these difficul-* ties.
The age distribution for the 200 cases is similar to that of the Medical Research Council trial (I964), except that in this series there is no age limit and the M.R.C. trial limited cases S to age 65 for the first I7 months and 69 thereafter. The series does not include an undue s proportion of young people compared with other series. An attempt has been made to compare the composition of the present series with other series from the point of view of severity of attack and mortality (Table 7) . A comparison has also been made (Table 8 ) between the present method of grading and that of Peel. The criteria for severe attacks were more stringent than required by Peel and account for the differences in the moderate and severe groups.
Mortality depends on many variable factors such as the incidence of bad prognostic factors and the referral habits of local practitioners, with particular reference to the time interval between the onset of the attack and arrival at hospital. These many variables make comparison of different series unreliable.
In the present series, the proportion of mild cases (52s5%) is higher than in other series (Table 7) and so is the mortality after discharge (7 o%), and yet the overall mortality in hospital of I5 per cent is well within the 4 accepted range for a coronary care unit ( Thomas, Jewitt, and Shillingford, I968) . This suggests that the present method of grading tends to overestimate the mild cases and underestimate the remainder.
For those who died in hospital after getting up (7 out of 29), there is no evidence ( Table i) that early mobilization affected the outcome.
The mortality after discharge from hospital, 7 per cent for 6 months, is higher than reported in a previous series (4 per cent: Royston, i968). However only one patient (aged 5I) was below the age of 6o, and he had a cerebral haemorrhage.
Findings at necropsy and relevant details are described in Table 2 .
Bed rest There is a great lack of precise information in the published reports on the time patients spend in bed, in hospital, and before returning to work.
It is important to establish the diagnosis and, for this reason, and also to detect early arrhythmias and particularly cardiac arrest, the patient should be monitored. This means, in practice, bed rest. The brief period of 72 hours is of considerable psychological advantage as well as tending to diminish chest The time spent in hospital is of economic and psychological value and facilitates early return to work. Groden (I967) discharges his patients in from 3 to 5 weeks and they take a further 4 to 6 weeks to regain normal activity, and Lawrie et al. (i967) keep their patients 4 to 5 weeks in hospital. In the present series (Fig. 4) patient who has had a coronary occlusion, thus permitting the development of disability through mounting fear or anxiety'. This problem has been almost entirely solved by the active participation of the medical social worker as a member of the team, whose participation in all cases is essential. There is a danger that applying this method of treatment, with the emphasis on early return to work, without medical social worker support, might lead to misunderstanding and even resentment on the part of the patient and his family.
Reference to Fig. 5 and Table 9 shows that in the present series almost a quarter were back at one month and the figure of 56 per cent for 6 weeks compares with other series at I2 weeks (Sharland, away from work involved, and the fact that all patients fit for work eventually returned.
